Three methods of deliveringan educational intervention to families livingwith a schizophrenic relative were compared in terms of their efficacy in improving understanding and promoting family and patient well-being. Relatives receiving education in a group acquired more information than relatives receiving information by post or on video, but these differences were not maintained at six-month follow-up. The inclusion of homework assignments did not significantly affect gains in knowledge or any of the non-specific effects observed. The intervention overall led to considerable gains in knowledge, increased optimism concerning the family's role in treatment, and reductions in relatives' stress, which were maintained at follow-up. Fear was reduced in the short-term. Significant improvements in social function were observed at follow-up. The results suggest that the delivery of information, rather than the mode of delivery, is the crucial element in the intervention; however, the additional contextual factors operating in a group may be important if the full potential of education is to be realised.
increased sense of support and a decrease in feelings of personal responsibility and guilt concerning the family's role in aetiology.
Three studies of intensive family intervention (McGill et a!, 1983; Berkowitz et a!, 1984; Barrowclougheta!,1987) have demonstrated that families receiving the education component do acquire information but retain only some of that given (Berkowitz et al, 1984) . A consistent finding is that relatives tend to retain their own idiosyncratic beliefs about causes of the illness despite education (Berkowitz eta!, 1984; Barrowclough eta!, 1987) and that education has a greater impact on relatives of patients with a shorter illness history (Tarrier & Barrowclough, 1986).
Barrowclough et a! (1987) emphasised the func tional value of knowledge, and benefits were noted in terms of relatives' perceptions, attitudes, and reported behaviour in relation to the individual with schizophrenia; however, a related study (Tarrier eta!, 1988) found that education alone was insufficient to influence relapse rates. The implication of these
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studies is that while a brief educational programme cannot influence the likelihood of relapse, it may, nevertheless, yield a number of clinically significant benefits. The available evidence also suggests that for information to have any impact on relatives' to written materials only (Smith & Birchwood, 1987) .
The number of sessions has spanned from two (Leff et a!, 1982) to six (Abramowitz & Coursey, 1989),
varying from relatively brief sessions to an all-day
format (Anderson et a!, 1981). Some interventions have attempted to provide information to families @ while the individual is an in-patient (Berkowitz eta!, 1984) while others have included information as an
initial component of aftercare, when the individual has been discharged and stabilised on medication (McGill et a!, 1983 The present study was, therefore, undertaken to replicate and develop the work of Smith & Birchwood (1987) by comparing the effects of different methods of information delivery in combination with the experimental manipulation of homework assignments designed to prompt relatives to apply the information they have received to their particular relative and personal circumstances. The study aimed to assess the effect of education on a number of outcome measures immediately and six months after intervention. In order to test whether the limitations of written materials can be enhanced using video, a third of the families received written materials only, a third written materials in conjunction with a video presentation of the information, and a third received education in a group discussion, supplemented by written materials. In order to test whether the inclusion of homework exercises facilitates assimilation and prompts relatives to apply the information, the completion of home work exercises was experimentally manipulated across the three modes of information delivery, so that half the families were required to complete homework exercises following each education session while half received the information only.
Method
A total of 160 English-speaking family members were invited to participate in the study. Of this sample, ten failed to return their initial assessment data and three died before intervention.Thirteendroppedout duringinterventionand failed to return their post-assessment data, leaving a final sample of 134.
For the purposesof this study, the relativeswerescreened before interventionfor those who lackedinformationabout schizophrenia and who might benefit most from this type of educational intervention. Forty family members who scored above the 75th percentile (>28 or 74%) on the knowledge measure were excluded from the study, leaving a sample of 94 familymembers(representing82 families)for whom data are reported. (Family members scoring >28 on the baseline knowledge assessment were given information separately and their data are the subject of a separate analysis.)
Those 13 relatives who dropped outduring theintervention were significantly more knowledgeable before the intervention than the remaining 94 relatives (t=2.54, d.f. = 105, P<0.05). There were no other significant differences between the two groups.
The 94 family members were living (67%), or in close regular contact (38%), with an individual who had received a clinical diagnosis of schizophrenia and who, in all but four cases, was in receipt of neuroleptic maintenance medication. Elevenindividuals(13%) were in hospital at the time of the study.
Families were assigned to one of the three intervention conditions; however, in order to assemble sufficient numbers to conduct the group intervention, recruitment to this condition was sequential and was conducted first. A similar procedure was therefore adopted with the other two conditions. Within treatment conditions, assignment to homework conditionswas by random assignment. These constraints led to unequal group sizes (group = 47; postal = 30; video = 17). All family members were assessed before intervention.
The intervention was delivered at weekly intervals over four weeks for all conditions. The initial assessment was repeated immediately after the intervention, and again six months later.
The aims of the intervention were:
(a) to provide relatives with a general orientation to For postaleducation,familiesreceiveda copyof the same four information booklets through the post at weekly intervals over four weeks. Those family members in the homeworkcondition wereasked tocomplete thehomework 
Results
Thirty-tworelativesfailed to returntheir six-month follow up data; t-test analyses were carried out to determine whether the follow-up data were representative for the sample as a whole, comparing assessment data and sociodemographic characteristics before and after the intervention for the 32 relatives who failed to returntheir questionnaires with the 62 who did return them at six-month follow-up. These revealedthat patientswith relativesin the â€˜¿ non-returners' group were older (1= 2.22, P< 0.05), and their families reported more stress (1= 2.9, P<0.05) and a stronger belief that the individual had â€˜¿ control' over his/her illness (1=2.80, P<0.01).
In view of the reduction in sample size at six months, the data were analysed in terms of â€˜¿ immediate benefits' and the â€˜¿ maintenance of gains' at six months. Two 3 x 2 x 2 analyses of variance were conducted, with intervention style (group, postal, video) and homework assignments (with, without) as between-subject effects, and test occasion (baseline v. after intervention, after interventionv. follow up) as a within-subject effect, for each of the dependent variablesand the relevantsubscalesdata. Separate3 x 2 x 3 analyses of variance were conducted on the â€˜¿ returners' data only, which confirmed the results of the separate analyses conducted on the data collected immediately after the intervention and at follow-up.
Knowledge scores significantly increased following the edu cational intervention uniformly across all information areas (Table 3) . Immediatelyfollowing educational intervention, Table 3 Means (s.d.) of variablesat baseline and immediatelyafter the intervention for all three groups combined (n = 94) 73% of relatives possessed relatively â€˜¿ sophisticated' know ledge about schizophrenia (i.e. >74% correct) corn pared with only 17% of relatives before the inter vention.
Significant improvements in beliefs about the family's role in treatmentand significantreductionsin reportedstress were noted. This was particularlyreflected in a significant drop in reported â€˜¿ anxiety' symptoms on the anxiety subscale of the SRI; similar trends were also observed on the â€˜¿ depression' (F = 3.32, P<0.07) and â€˜¿ inadequacy' subscales (F = 2.84, P<0.l0). Changes on the SRI and in knowledge were significantly negatively correlated with baseline ratings (r=0.39, P<0.001 and r=O.45, P<0.00l respectively),
suggesting that the poorer the initial scores were, the greater @, was the possibility for change.
Significant reductions in reportedfear were observed on the FDS fear subscale; similar trends were noted for the tolerance (F= 3.51, P<0.07) and impact on family life Individuals receiving education in a group acquired more knowledge overall and particularly concerning hospital procedures than relatives receiving information by other methods (Table 6 ). Individuals receiving information in the group condition showed a mean 49.6% improvement in knowledge immediately following education, compared with a mean improvement of27.9% and 28W.for relatives receiving information by post and on video, respectively. No other significant differences between the groups were observed.
The inclusion of homework assignmentsdid not signific andy affect gains in knowledge. relatives, but these group differences were not maintained at follow-up. The inclusion of homework assignments did not significantly affect gains in knowledge or any of the non-specific effects observed immediately after the intervention or at six months. The impact of this educational intervention replic ated in many respects the earlier study by the authors (Smith & Birchwood, 1987) particularly the robustness of the gains in knowledge and the fragility of improvements in tolerance and fear, although in Table 5 The 3 x 2 x 2 ANOVAresults (F ratios) for immediate gains and maintenance of gains from education The results do not suggest that the inclusion of homework yields any additional gains. It is difficult to assess changes in relatives' perceptions of the patient and their personal constructions of his/her behaviour when using a generalised assessment of knowledge and other outcome variables. One would need an individualised assessment of specific myths and misconceptions and current understanding of the disorder for each relative before the intervention to assess whether the information has been abstracted and applied; this is constrained when using paper-and pencil questionnaires and might be more easily elicited it is notâ€•. The overall implication is that while educational intervention is worthwhile, it is not sufficient in itself to provide the necessary support and produce the long-term changes observed with more intensive family intervention.
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The longer-term changes in social functioning when the individual is firstly perceived as â€˜¿ more competent' but with other changes in social functioning following at six months, are more difficult to explain. They do not appear to be statistical artefacts and,
given that the majority of the effects are delayed, they do seem to represent actual improvements in functioning, particularly in terms of the individual being perceived as becoming more active (cf. improvements in independence (performance) ) and mixing more (cf. improvements in prosocial func tioning).
It is difficult to study the specific con tribution that an educational intervention may have had in producing these longer-term changes. The lack of significant correlation between assimilation of knowledge and these longer-term changes does suggest that they may be independent of acquisition of knowledge or indeed any associated changes in beliefs or attitudes. However, it is possible that the â€˜¿ enabling effect' of the educational intervention may haveprompted familiesto encourage the individual to mix more and become more activeor seeksupport from other sources and resources available locally (e.g. day centres). Although itis difficult, without corroborating evidence, to assess objectively whether this is the case, it does at least reflect a real change in perception of the individual's competence and social functioning arising following educational intervention. The majority of specific and non-specific effects were the same across all three modes of information delivery, with the exception that relatives receiving information in a group acquired more information The gains were observed in a sizeable community sample (only 11 patients (13.4%) were on an acute admission) comprising predominantly young, single men living in the parental home, with a history of repeated admissions, which is fairly typical of this population. Although there was some selection oper ating -more knowledgeable relatives (8%) â€˜¿ dropped out' -the results are generalisable since those selection factors were related to service provision and are very likely to be replicated in clinical practice.
Thirty-four per cent of relatives did not return follow-up data, which does raise questions concerning external validity. Interestingly, those relatives who do drop out tend to be those who are more stressed and those who perceived the schizophrenic relative as having more control over his/her illness after inter vention, both of which are consistent with non-return and drop-out; the demand to complete another assessment questionnaire places additional strain on the relative and the belief that the illness is within the patient's control is not easily reconciled with a bio logical illness model. Further study is needed to assess the selective impact of education, with distinct groups of relatives and at difficult phases of the illness. Many relatives report that they wished they had received the information earlier, but it is likely that the value and gains from educational intervention may depend on contextual factors such as timing, the prevailing level of behavioural disturbance shown by the patient, and at what point in the illness information is given. â€"¿ , SMrnt, J., C0cHRANE, R., ci a!(1990) The social functioning
